a thorough survey to discover just how many of the population are affected, followed by a survey of present facilities for rehabilitation. Only then can an overall plan be made so that our deaf adults can be as well looked after as are the other handicapped members of the community.
Sir Terence Cawthorne (London)
In England and Wales about 5 % of the population between the ages of 16 and 65 are unable to hear speech at conversational level from more than 3 feet away (normal 24 feet). Above the age of 65 the proportion is certainly much higher, while for children it is certainly no less. Added to this are the children who are born deaf and these amount to at least one in every thousand. Thus the number of deaf people in the population is formidable and the figures quoted do not include lesser degrees of deafness. In the United States it is estimated that 10% of the population has some degree of hearing loss and it would not be surprising if in England and Wales the proportion were the same.
When faced with a hard of hearing patient the general practitioner's first duty is to try to decide which part of the auditory apparatus is affected. Naturally he will first inspect the ear canal for any wax and, if wax is present, remove it by probe or by syringing. It is usually wise before syringing the ear to enquire if the patient has had any previous ear disease because if there is a perforation in the ear drum or if the ear drum is scarred then the syringing may cause distress by the syringing fluid entering the middle ear.
If the ear drum is retracted or altered in colour this may be due to obstruction of the eustachian tube from a respiratory infection or from fluid in the middle ear (serous otitis), which may call for inflation with a Politzer bag or measures to reduce any nasal and post-nasal inflammation and obstruction.
If the ear drum appears normal then the question arises as to whether the deafness is conductive, that is to say in the sound conducting part of the auditory mechanism which extends from the ear canal through to the oval window of the bony labyrinth, or perceptive, when the endorgan of hearing or the nerve of hearing is affected. A simple way of testing this is to compare the patient's hearing by air conduction and by bone conduction with a tuning fork (512 d.v.). If the patient hears the tuning fork better by air conduction than by bone conduction this is either normal or means that the hearing loss is perceptive. If the patient hears the tuning fork better by bone conduction than by air conduction then the deafness is conductive.
When the ear drums appear normal the commonest cause of conductive deafness in active adult life is otosclerosis and it is estimated that nearly 1 % of the population is affected by this type of deafness. In otosclerosis the problem is to get sound through to the normal organ of hearing. This can be done in three ways: by increasing the loudness of the sound (e.g. the speaker raises his voice or the television set is turned up), by wearing a hearing aid or by overcoming by surgical means the obstruction, which in otosclerosis is at the oval window, to the passage of sound into the inner ear.
Operations to achieve this were first attempted almost a century ago but by the end of the nineteenth century were abandoned because of poor and sometimes disastrous results. In 1913 Jenkins proposed by-passing the sound so that it entered the lateral semi-circular canal and his operation was greatly improved and perfected and in 1938 Lempert named it the fenestration operation. This was successful in a good proportion of cases and was the operation of choice until the simpler direct approach to the oval window via the external meatus was re-introduced by Rosen in 1953, as mobilization of the stapes. As improvement in hearing was so often but temporary, it was replaced by stapedectomy which was introduced in 1956 by John Shea jr of Memphis, Tennessee. He removed the whole of the stapes, covered the oval window with a vein graft and wedged a small polythene strut between the mobile vein graft and the outer ossicles. This gave very good results and was a much less troublesome procedure than fenestration and left the patient with a normal ear. However, some of the patients failed to maintain their initial improvement for one reason or another and so Shea in 1962 proposed making a limited opening into the footplate of the stapes (instead of removing the whole footplate) through which a tiny piston of teflon 4-5 mm long was passed, the outer end of which was hooked on to the long process of the incus. McGee has proposed a stainless steel piston and either method gives excellent results. There appears to be no untoward reaction from the inert foreign body in the middle ear.
In skilled hands an immediate improvement can be expected in at least 90 % of cases submitted to operation and after two years 85 % should still have retained their improvement. As there is always a small chance (about 2 Y.) that the hearing in the operated ear may be made worse by operation, the worse hearing ear is always chosen for operation. It is only occasionally necessary to operate on the second ear. There is some disturbance of balance after the operation which usually passes off well within a week and patients rarely need to stay in hospital for more than four days after the operation.
